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V. Bapat* and C. YoungDepartment of Cardiothoracic Surgery, St Thomas’ Hospital, London, UKFungal endocarditis is rare but potentially a lethal condition. Large bulky vegetations are common and can present as
peripheral thromboembolism. We report a case of a 73-year-old man who had an uneventful aortic valve replacement and
coronary artery bypass grafting. He was readmitted with embolic occlusion of lower limb vessels. This was treated with
embolectomy. Investigations suggested a ‘thrombus’ in the ascending aorta, which during surgery revealed itself to be
aspergillosis. Obtaining a histopathology of the removed embolus is often omitted in cases of embolic occlusion of lower limb
arteries as the source is nearly always a thrombus. Uncommonly, infective endocarditis can be the source of peripheral
embolism and hence histopathology and microbiology of the embolus should be obtained if it appears different as the
prognosis is better if treated early and aggressively.Keywords: Aspergillosis; Infective endocarditis; Embolism.Introduction
Thromboembolic episodes after open heart surgery are
not uncommon. The source of the embolus is usually a
prosthetic valve. Infective endocarditis is another
cause but cardiac fungal infections are rare and are
usually associated with disseminated fungemia.1–3
Immunosuppression, especially with corticosteroids
is a major factor in developing infection.2 The most
common fungi to cause endocarditis are Candida (62%)
and Aspergillus (18%). Fungal endocarditis results in
large bulky vegetations and they often embolise.2–5Report
A 73-year-old man underwent an uneventful aortic
valve replacement and coronary artery bypass grafting
in October 2003. In January 2004, he developed acute
onset lower limb weakness, which was diagnosed to
be due to saddle embolus in the abdominal aorta. Heing author. Mr Vinayak Bapat, 123 Turnery Road,
7JB, UK.
: vnbapat@yahoo.com
0027 + 03 q 2005 Elsevier Ltd. Open access under CC BY-NC-Nunderwent an emergency embolectomy. The embolus
was described as white and friable and was assumed
to be originating from the aortic valve prosthesis.
Echocardiogram, however, did not demonstrate the
source of this embolus. He presented with another
episode of saddle embolus within a week and under-
went a repeat embolectomy. Further investigations, i.e.
trans-oesophageal echocardiography (TOE) and thor-
acic CT scan revealed a large ‘thrombus’ in the
ascending aorta nearly occluding the lumen extending
into the arch (Fig. 1). Anticoagulation therapy was
started immediately with view to arrest the pro-
gression of the thrombus. Four days later, patient
had another episode of saddle embolism, which was
confirmed on digital subtraction angiography (Fig. 2).
Repeat TOE showed further progress of the
‘thrombus’. Hence, a decision was taken to operate
the patient with a view to replace the affected portion
of the ascending aorta and remove the thrombus.
During the operation the ‘thrombus’ was found to
be bulky, white, friable and was attached to the aortic
wall (Fig. 3). It was sent for an urgent microbiology
and histology, which confirmed the diagnosis of
Aspergillosis. There was evidence of aortic destructionEJVES Extra 10, 27–29 (2005)
doi:10.1016/j.ejvsextra.2005.04.014, available online at http://www.sciencedirect.com onD license. 
Fig. 1. CT scan of thorax showing near total occlusion of the
ascending aorta with vegetations (arrow).
Fig. 3. Portion of excised aorta with bulky vegetations and
evidence of suture destruction (arrows).
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localised to the ascending aorta and the proximal arch.
Aortic prosthesis was free from vegetations. Ascend-
ing aorta and proximal arch was then excised and
replaced with a prosthetic graft. Patient was started
immediately on intravenous antifungal medication.
Patient initially showed some signs of improvement,
however, both lower limbs continued to deteriorate.
Eventually, the patient died on the 18th post-operative
day due to multi-system failure.Discussion
Embolic occlusion of lower limb arteries after cardiacFig. 2. Digital angiography of abdominal aorta demonstrat-
ing total occlusion with saddle embolus (arrow).
EJVES Extra Vol 10, July 2005surgery is not uncommon.2–5 As the source is nearly
always a thrombus, obtaining a histopathology of the
removed embolus may seem unnecessary. Investi-
gations are then focused on finding the source of the
thrombus and subsequently treat as necessary.
Uncommonly, infective endocarditis and rarely fungal
endocarditis can be the source of peripheral embo-
lism.2–5 Fungal endocarditis is not only rare but may
not be associated with systemic features.1–3
Cardiac fungal infections are almost always fatal.1–4
The extent of the pathology seen depends on the
virulence of the organism.1–4 Aspergillus is a ubiqui-
tous mould and several reports have linked the source
to be operating room air-conditioning.1,4 Aspergillus
endocarditis rarely involves the native valves,2 but has
been observed to involve prosthetic valves, prosthesis
and suture lines due to relative avascularity of the
tissues involved.1,3,5 Spores implanted during surgery
can germinate later. Involvement results in large bulky
vegetations, which can be missed for a thrombus.
Embolisation to brain, eye, spleen and lower limb are
the commonest initial manifestations. Invasive growth
can lead to localised destruction with devastating
results.
The clinical diagnosis of Aspergillus endocarditis is
difficult due to non-specific symptoms. A review
revealed the clinical features to be fever (72%), embolic
episodes (69%), a new or changing murmur (41%), and
sudden visual loss (13%).5 Diagnosis is further made
difficult by the fact that blood cultures are almost
always negative. All too often, the diagnosis is made
during operation as in our case or on the autopsy
table.1,4 Once the diagnosis is established the treat-
ment options are either medical treatment, surgery or
Aspergillus Embolism 29a combination of the two. Prolonged therapy with
amphotericin B alone, or in combination with
5-flucystosine or rifampicin are recommended.3,4 Out-
come is very poor but better with combined therapy.
Early surgical excision of the vegetations along with all
the tissue involved and if possible replacing them with
homograft tissue is the best chance of avoiding local
recurrence.3 The overall reported survival of this
devastating complication remains as low as 5%.3–5
This report thus highlights the importance of
obtaining histopathology of the embolus after embo-
lectomy, which would have established the diagnosis
early.References
1 Gumbo T, Taege AJ, Mawhorter S, McHenry MC, Lytle BH,
Cosgrove DM et al. Aspergillus valve endocarditis in patients
without prior cardiac surgery. Medicine 2000;79:261–268.
2 Stavridis GT, Shabbo FP. Aspergillus prosthetic valve endocardi-
tis. Eur J Cardiothorac Surg 1993;7:50–51.
3 Ostermiller WE, Dye WS, Weinberg M. Fungal endocarditis
following cardiovascular surgery. J Thorac Cardiovasc Surg 1971;
61:670–674.
4 Mehta T. Aspergillus endocarditis after open heart surgery: an
epidemiological investigation. J Hosp Infect 1990;15:245–253.
5 Sorrell VL, Koutlas TC, Ohl C. Fungal endocarditis at the
aortotomy site after aortic valve replacement. Clin Cardiol 2000;
23:387–389.
Accepted 27 April 2005EJVES Extra Vol 10, July 2005
